Children comprise up to a third of the patients registered with an average general practice and, like the old, tend to take more than their average share of their doctor's time despite being, after the first year, almost the healthiest section of the population (Horder 1977) . This is because consultations are usually sought for the relief of anxiety and most parents are naturally more concerned about their children's health than their own. Consultations involving children are also often initiated by agencies other than families: by the doctor himself, or by a community physician anxious to raise the level of resistance to infectious disease by prophylactic immunization and to identify treatable handicaps at an early stage, by the school authorities anxious about biological constraints on learning, such as deafness or myopia, and by the social services with their responsibility for children in care or up for adoption.
If these consultations are to be valuable for the family concerned, it is necessary that the physician to whom a child is brought should have the knowledge, skills and attitudes needful for the discharge ofhis responsibilities both to the child and to the referring agency -be that guardian or another professional -and that the system by which such consultations arc sought and arranged should ensure that they lead to appropriate action and represent a cost-effective deployment of the health service with minimal duplication of effort, waste of time and muddle. The Court report (1976) has made clear that this is not always the case at present, but there is disagreement about the remedies proposed, which cut across traditional concepts of general practice with the suggested creation of a specialized general practitioner -the general practitioner paediatrician. In fact it is only seldom necessary for a country or suburban general practitioner with paediatric training to seek a hospital consultation or admission and when it is 1 Thissubject wasdiscussed at a meeting of theSection of General Practice and the Section of Paediatrics, 18 January 1978 o14I-0768/78/120861-03/S01.000 sought the second opinion will usually reinforce that of the general practitioner. But considerable problems are posed in city centres, where children may not be registered with a general practitioner, where consultations are often sought only after an illness has become serious, where serious infections are relatively common in deprived children who are also subject to battering, neglect and accidents, and where general practitioners are sometimes inaccessible at just the times -after the return home of the children's father from work -when consultations are usually sought (Komrower 1977 , Loudon 1978 . The question arises whether for such populations, which have traditionally looked for primary care in dispensaries and hospitals, there is a real place for general practice as it has developed in more fortunate areas; and conversely, whether in country or suburban areas most secondary consultations need involve a visit of the patient to hospital rather than of the consultant to the .patient's home or the general practitioner's clinic. Dr Sam Weller's experience, reported at the meeting, would suggest that hospital facilities are rather seldomneeded to back up clinical skills in such cases: whereas in the urban centres Dr Sam Tucker's experience would make it appear that community care from hospital may well be more efficient than second-class general practice.
The primary medical care of babies and children comprises a number of rather different kinds of consultation which could be categorized as: (I) Those instigated by midwives soon after the mother's discharge from a maternity unit. (2) Those concerned with the surveillance and immunization of healthy infants and school children. (3) Those sought because of acute illness, such as specific fevers, or accidents. (4) Those to do with chronic illness or handicap.
It is clear that the special skills needed by a general practitioner paediatrician would apply to categories (I), (2) and (4) whereas all general practitioners need to be able to cope with consultations in category (3). From the aspect of training, we are fortunate in that nearly all doctors now in training get an adequate grounding in paediatrics as undergraduates. Only doctors with some postgraduate neonatal experience could be expected to deal adequately with newborn babies Journal of the Royal Society of Medicine Volume 71 December 1978 sick or well; while to provide and carry out the duties in categories (2) and (4). previously and to some extent still the responsibility of clinical medical officers in child care, requires a period of inservice training in the community health services.
To cope with acute illnesses and accidents, postgraduate hospital paediatric experience is needed in a unit with a good turnover and preferably with an accident and emergency department: otherwise the serious conditions which actually threaten life and limb will be too unfamiliar for recognition and will be missed amongst a flood of straightforward cases with self-limiting illnesses. It is ridiculous for a general practitioner to over-diagnose the rare diseases that seem to preoccupy some hospital paediatricians: but it is dangerous to assume that the less common conditions never occur in practice (albeit only once or twice in a lifetime of practice), since it is just because they wonder whether the illness might be serious that parents call in the doctor at all.
Thus it would seem that to meet the ordinary demands of clinical practice. every general practitioner should have at least six months postgraduate experience as a paediatric senior house officer: that to care adequately for babies born at home or discharged early from a maternity hospital this should include some neonatal experience: and that for the work of a general practitioner paediatrician or clinical medical officer additional training in 'community paediatrics' should be mandatory. These arc likely to be difficult stipulations to fulfil, since the number of paediatric senior house officer posts available at present total only two-thirds of the number of general practitioner trainees; if they were to be increased in number the experience provided would diminish proportionately -and it is already attenuated by the amount of time now spent ofTduty. Moreover. not all posts provide the acute medical, surgical, casualty and neonatal experience that is desirable. For continuing education, nothing can beat the occasional domiciliary consultation or a visit by a consultant to a health centre, but good letters (such as those sent out by the late Sir James Spence to Northumberland general practitioners), clinical meetings and the habit of reading the general journals also help. A welcome innovation would be the provision of progress reports on interesting cases by the general practitioner to consultantsand it would save a lot of unnecessary follow-up visits to hospital.
As regards experience in developmental. preventive and educational paediatrics. it would seem that the apprentice general practitioner paediatrician or clinical medical officer ought to spend at least a year working in well-baby clinics, schools and perhaps an assessment clinic before undertak-ing unsupervised responsibility for surveillance, immunization and the conduct of school medical examinations of more than the perfunctory kind so often carried out at present. Here the logistics have not been fully worked out, but enough training posts could possibly be created without too much difficulty. However, it would seem that much of this kind of work in the next twenty years will continue to be done by married women with a good paediatric training but not with the overall experience demanded of principals in general practice. This should not preclude their working on contract for the area community physician for child health, but from general practice premises; and experience of rearing their own children would be a bonus in this context. But no scheduled training programme will take the place of interest, enthusiasm, clinical skill and in-service selfeducation; and it may exclude the best as well as the worst. Flexibility is needed along the prescribed guidelines (British Paediatric Association/ RCGP 1975 . Pediatrics 1975 .
An afterthought: the commonest conditions seen in children are upper respiratory infections and the commonest reason for hospital admission in childhood is for removal of tonsils and adenoids. Where do general practitioners learn to assess the likely benefits of this abused procedure? And if behaviour problems are to remain an increasing cause for parental and professional concern. where arc general practioners to learn child psychiatry and what kind of child psychiatry will they be taught? In this field commonsense. goodwill and personal experience arc no more adequate for professional practice than they arc in the field of paediatrics, but neither arc unbridled therapeutic empiricism, watered-down psychoanalysis as practised in child guidance clinics, or the at present fashionable epidemiological and statistical approach to symptoms.
The Court report came five years too late to influence the reorganization of the health services, despite the fact that this was calculated to affect child care more than any other clement; and it is only too likely to be pigeon-holed now that it has appeared. But the problems discussed in it remain and our child health services, though on the whole quite good, do need improvement now. These problems are more likely to be solved by better medical education than by changes in the structure of the National Health Service, but improvement is unlikely to occur unless and until the dominance of (adult) medicine and surgery in the medical schools is broken down. The Act which established the General Medical Council was referring to a concept of medicine, surgery and obstetrics subsuming paediatrics. The whole of medical teaching would benefit from adopting the developmental and con-textual approacli that characterizes paediatricians; but this will not happen if paediatrics is segregated in the children's hospitals. Rapprochement between academic departments of general practice and child health is also long overdue.
John 
Vitreous surgery
The vitreous is a transparent acellular jelIy which occupies the cavity behind the lens and lines the inner surface of the retina. Pathological changes in this structure are among the commonest causes of blindness, and are usualIy associated with invasion of the gel by celIs (e.g. haemorrhage) which may obstruct the optical pathway for vision. Other invading cells proliferate to form fibrotic membranes either within the gel, along its posterior surface (if it has separated from the retina) or on the surface of the retina; contraction of such membranes may result in distortion or detachment of the underlying retina with serious consequences for vision, especially if the macula is involved. Within the past decade, new techniques of surgical excision of the vitreous (vitrectomy) have been developed which give a prospect of vision to patients who were formerly considered irrevocably blind because of vitreous disease.
Surgical approaches to the vitreous were formerly hampered both by the technical difficulties of handling normal and abnormal gel, and by the frequency of operative and postoperative complications, especially retinal detachment. Ten years ago, however, Robert Machemer of Miami pioneered a revolutionary surgical technique of vitreous removal using an intraocular probe inserted through the pars plana. Vitreous was sucked into the port of the hoIlow probe, and impacted material was then cut at this site before being aspirated from the eye ('pars plana vitrectomy'), The contour of the eye was constantly maintained 0141-0768/78/1 20863-02/S01.00/0 by simultaneous infusion of physiological fluids along the probe and by water-tight closure of the incision. A fibreoptic sleeve around the probe provided intraocular illumination, and the optical system of the eye was utilized so the surgeon could monitor all intraocular manoeuvres through the operating microscope.
In the early 1970s a variety of instruments were marketed which combined, in a single large probe, all four moieties of suction, cutting, infusion and illumination. Each instrument had advantages and disadvantages, those that were autoclavable and easily assembled (or even disposable) proving most popular. Several types of cutting action were adopted, but those surgeons with experience of several different instruments felt that a 'guillotine' cutter was the most efficient and resulted in fewer surgical mishaps from faulty cutting and retinal traction during surgery. Using such techniques, opacities and membranes in the vitreous were readily removed, and in this issue (p 904), Peter Leaver presents the visual results of pars plana vitrectomy obtained by surgeons in the City Road branch of Moorfields Eye Hospital. The same instrumentation has also proved to be of great value in the anterior segment, and Jack Kanski has listed some of the indications for such surgery in his paper (p 908).
It soon became apparent that some tissues required to be dissected from the surface of the retina before removal frdm the eye, and a 'twohanded' technique was developed by Machemer whereby a second instrument (e.g. a bent needle) was also inserted through the pars plana, permitting combined dissection and cutting operations. Using such 'membrane peeling' techniques, retinal detachments complicated by surface membranes could be mobilized prior to reattachment. The most frequent indications for such treatment were severe diabetic eye disease and rhegmatogenous detachments complicated by massive preretinal retraction. The need to perform other intraocular manoeuvres also became evident e.g. ultrasonic fragmentation of hard cataracts prior to lens aspiration, bipolar intraocular diathermy to coagulate vascular membranes prior to dissection, and intraocular photocoagulation to fix or destroy torn or ischaemic retina. Arising from such advances, and largely a reflection of the innovative genius of Con or O'Malley from San Jose and Steve Charles from Memphis, a second generation concept of vitreous surgery has emerged which might be designated the '20 gauge principle'. In this method, three self-sealing openings less than 1.0 mm in diameter arc made in the pars planaone for an infusion and gas insufflation cannula, the other two for guillotine cutters, retinal dissectors or pies, fine forceps or scissors, lens-
